N ew daily persistent headache (NDPH) is a rare, poorly understood, treatmentrefractory primary headache disorder with heterogeneous symptoms. Some patients report a preceding upper respiratory tract infection, stress, or surgery. 1 Additionally, Rozen et al 2 note that hypermobility of the cervical spine may increase susceptibility to NDPH, suggesting a biomechanical component. Osteopathic manipulative treatment (OMT) has been shown to be useful for headache disorders, including migraine. 3, 4 The diagnostic criteria for NDPH are persistent daily headache not better classified by another headache type that has been present for at least 3 months and has a clearly remembered onset, with pain becoming unremitting within 24 hours. 5 Many patients complain of generalized or unilateral head pressure, throbbing, photophobia, phonophobia, lightheadedness, vomiting, autonomic symptoms with painful exacerbations, and allodynia. 1 This case report describes a patient with NDPH that resolved after OMT.
Report of Case
A 15-year-old girl presented to the pediatric neurology department with a 2-year history of continuous headache characterized by constant pressure in the center of her head radiating outward with a pulsatile quality, and it was intermittently sharp. She could recall the exact time of onset. The pain intensity ranged from 2 to 7 out of 10 on a Likert pain scale during the first year of the headache, but then stayed mainly at 7 in the subsequent year. Her headache log revealed that most days, her pain score was 6. The pain was associated with prominent phonophobia, facial flushing, and exhaustion, but not nausea, vomiting, or position. She could not participate in schoolwork or extracurricular activities. Exercise improved the pain but did not resolve it. Stress from schoolwork aggravated the pain. There was no personal or family history of headache, and no secondary causes were identified. On the basis of this history, she met the criteria for NDPH. 
CASE REPORT
The spaces, suboccipital muscles, and dura at C2. 8 The soccer injuries probably played a secondary role. Substernal fascial strain was observed. This fascia is continuous with the pretracheal fascia, which attaches to the occiput.
It is noteworthy that some of these areas of somatic dysfunction were sites of injuries received years before as well as after the onset of her NDPH, which may account for the long duration of treatment needed. These earlier traumas may have sensitized her system for NDPH.
Although the literature describes hypermobility as possibly being associated with NDPH, this patient had restricted mobility at the occipito-atlanto-axial joints.
The role of somatic dysfunction distal to the primary pain site may have indicated a referred pain syndrome, but it does not account for the treatment refractory nature of the somatic dysfunction at this site and the rapid resolution of the headache with correction of the frontal bone and dural somatic dysfunction. Whether the pain from somatic dysfunction is primary or referred, this case suggests a biomechanical component to NDPH.
Conclusion
The impact of OMT on NDPH is unclear. In this case report, spontaneous resolution cannot be excluded.
However, when viewed in the context of studies that have shown the influence of joint hypermobility, myotomy, and the role of the myodural bridge on headache, the current case report supports a musculoskeletal component to head pain. 8, 9 It is not known whether NDPH is a primary or secondary problem, but this case suggests both as mechanisms. The biomechanical model of headache and the role manual treatments have in management, particularly for NDPH, require further exploration to determine whether they are a promising approach to headache.
Discussion
The pathophysiologic mechanism of and effective managements for NDPH remain elusive. Spontaneous resolution can occur, but there is wide variability in patient experience and duration of symptoms, which can last from months to decades. 1, 6 The head pain associated with NDPH occurs in the trigeminal nerve distribution that innervates the dura.
The dura may be a primary cause of pain in headache or a site of referred pain. Referred pain from the cervical spine is felt in the cranial trigeminal nerve distribution, which is the likely mechanism in cervicogenic headache. 7 The trigeminal nerve caudalis transmits pain in- we had to target these areas before the head, supporting
